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Abstract
Introduction: Adolescent girls and young women aged 15 to 24 years have some of the highest HIV incidence rates globally,
with girls two to four times more likely to be living with HIV than their male peers. High levels of intimate partner violence
(IPV) experienced by this age group is a significant risk factor for HIV acquisition. While behavioural interventions to prevent
IPV and HIV in southern Africa have seen some success in reducing self-reported experiences of IPV, these interventions have
largely failed to achieve similar outcomes for young women.
Discussion: We identify three main reasons for the failure of IPV/HIV interventions for many young women in southern
Africa. First, interventions are usually developed without the meaningful involvement of both young women and young men.
Youth input into research design is largely focused on user testing or consultation of targeted groups, involving relatively low
levels of participation. Second, interventions are focused on addressing individual risk factors rather than broader social and
structural contexts of being a young woman. “Risk factor” interventions, rather than supporting women’s agency, can pose a
major barrier for supporting changes in behaviour among young women because they often fail to dislodge well-entrenched
gender and age-related inequalities. Third, current intervention models have not adequately accounted for changes in gender
norms and relationships across southern Africa. Individuals are getting married later in life (or not at all), new technologies are
transforming romantic interactions and opening new opportunities for violence, and discussions about women’s rights are both
challenging gender inequalities and reinforcing them.
Conclusions: In order to move beyond the status quo of current approaches, and to support real innovation, IPV/HIV preven-
tion interventions need to be co-developed with youth as part of a meaningful participatory process of research, intervention
design, youth involvement in development and implementation. This process of co-development needs to be radical and break
with the current focus on adapting existing interventions to meet the needs of young people, which are not well understood
and often do not directly reflect their priorities. Broader social contexts and compound lenses are needed to avoid narrow
approaches and to accommodate evolving norms.
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1 | INTRODUCTION
Adolescent girls and young women aged 15 to 24 years, par-
ticularly those out of school, have some of the highest HIV
incidence rates globally, with girls two to four times more
likely to be living with HIV than their male peers [1]. High
levels of intimate partner violence (IPV) experienced by this
age group is a significant risk factor for HIV acquisition [2,3].
IPV places young women at greater risk of depression [4],
anxiety [5], and harmful alcohol use [6], which in turn
increases their risk of HIV [7,8]. While IPV increases the sus-
ceptibility of young women to forced sex by male partners [9],
far more problematic and insidious are connections between
men’s use of violence against female partners and men’s
attempts to control women’s autonomy and assert male
power, reducing young women’s self-efficacy and ability to
negotiate safe sex [10,11].
Young women’s susceptibility to HIV is linked closely to
their male partner’s risk behaviours. Men who are violent tend
to have other high-risk behaviours including substance abuse,
and multiple and concurrent sexual partners, and are more
likely to be living with HIV [12,13]. IPV often belongs to a
wider context of violence for young men, including witnessing
violence within their household or in broader society as chil-
dren, making them more likely to perpetrate violence as young
adults [14]. Exposure to violence for both adolescent boys
and girls contributes to lower academic performance in school
[15] and internalized stigma among youth living with HIV [16],
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further contributing to a cycle of violence and poverty that
reduces individual opportunities and increases HIV risk.
While behavioural interventions to prevent IPV and HIV in
southern Africa have seen some success in reducing self-
reported IPV experience and perpetration, and HIV risk beha-
viours, these interventions have largely failed to achieve simi-
lar outcomes for young women [17-22]. For instance
economic interventions for women – particularly when com-
bined with gender transformative interventions – have shown
promise at reducing IPV and HIV risk, but three reviews have
shown that these positive outcomes have typically been
amongst older women, in more stable (often rural) settings,
and not among adolescents [17,18,22]. While a recent system-
atic review of HIV prevention interventions highlighted the
lack of consistent positive findings by evaluations among
young women [23]. This is compounded, by the fact that there
is little age-disaggregated information within evaluations; a
systematic review of adolescent focused IPV and HIV preven-
tion interventions found only six rigorous evaluations, of which
only one showed reductions in physical IPV for young women
in school, another showed an impact on young men’s perpetra-
tion of IPV, and the other four, did not disaggregate by age
[24].
These failures have knock-on effects for HIV-related
biomedical interventions with adolescent girls and young
women. Reviewing oral antiretroviral pre-exposure prophylaxis
(PrEP) for young women in sub-Saharan Africa, Celum and col-
leagues [25] point to the limited overall impact among women
under the age of 21 linked primarily to poor engagement and
adherence. They argue the failure of PrEP interventions for
young women is the result of the lack of consideration of local
contextual factors, including social norms around sexuality and
broader structural barriers making it difficult for young
women to adhere to PrEP. Similar findings of low adherence
in younger women were described in the topical microbicide
and vaginal ring trials [26,27].
A radical new approach to behavioural interventions that
prevent HIV and IPV is urgently needed to address the con-
text-specific needs of young women living in southern Africa,
including issues of economic and relationship insecurity and
the implications these have for HIV prevention. In this com-
mentary, we discuss some reasons behind the failure of beha-
vioural IPV and HIV risk prevention interventions for young
women with the purpose of identifying a potential way for-
ward for future intervention development.
2 | DISCUSSION
Through our collective experience working on behavioural
interventions to prevent IPV and reduce HIV risk across sub-
Saharan Africa (see Table 1), and engagement with the
reviews described above, we have identified three main rea-
sons for the failure of these interventions for many young
women. First, interventions are usually developed without the
meaningful involvement of both young women and young
men. Second, interventions are largely focused on addressing
individual risk factors rather than supporting spaces for young
women’s agency. Third, current intervention models have not
adequately accounted for changes in gender norms and rela-
tionships across southern Africa. We outline each of these
reasons in turn and discuss how they contribute to failed
interventions.
2.1 | The absence of meaningful involvement of
young people in designing interventions
Innovation in interventions with the aim of meeting the needs
of young women requires the direct involvement of young
women and men in the design of interventions, however, this
often does not happen in a meaningful way. Where there is
input in intervention design, it is largely focused on user test-
ing or consultation of targeted groups, involving relatively low
levels of participation. For example in Stepping Stones and
Creating Futures (SSCF), which involved two of the authors (AG
& SW) – a curriculum-based intervention to reduce IPV and
HIV among young people in urban informal settlements in
South Africa – the livelihoods manual (Creating Futures) was
developed using a log-frame, and then tested with 20 young
men and 20 young women through a five-day workshop. On
the basis of the workshops, the manual was revised tested
again with new groups, and finalized before piloting the inter-
vention [41]. While this form of involvement of young people
in the design of interventions is a strong move in the right
direction and is a dominant approach in programmatic design
[42], it is a far cry from the meaningful involvement of young
people as active participants in the research process as a
means of bringing local perspectives into the way research
itself is conceptualized and how it informs intervention design
[43].
New approaches to intervention development such as “hu-
man centred design” offer potential approaches which central-
ize participants’ experiences and perspectives [44]. However,
in a recent review of human centred design in global health,
few examples went beyond undertaking focus groups and
some basic ethnographic research, to meaningfully involve
those who the intervention is designed for in the develop-
ment, piloting and refining of the intervention [45]. Engage-
ment needs to go beyond simplistic incorporation of “users”
views.
The lack of meaningful involvement of key populations in
the development or adaptation of interventions contributes to
interventions not resonating with the current priorities of
young people. For example the implementation of IPV preven-
tion interventions targeting adolescent girls and young women
in rural, deprived areas of KwaZulu-Natal, South Africa, with
persistently high HIV incidence illustrated challenges of scaling
up curriculum-based interventions [46]. One key challenge
was poor uptake and completion rates, particularly by those
young women out of school or who reported recent migration.
While young women welcomed the focus on their needs and
the opportunity to learn about health, they described a dis-
connect between the focus of the programme (individual-level
risks that they did not always identify with), in contrast with
the community-wide risks and anxieties they faced. Their anxi-
eties related to livelihoods, lack of opportunities, hope and
even recreation, and significant worries about future fertility
and ability to bear children. Adapting content to relate to the
social context and needs of the young women and the delivery
model to fit into their daily routines and life structure may
help overcome some of these barriers to exposure and thus
impact.
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Without the meaningful involvement of young people in
intervention implementation design, intervention delivery fails
to adapt to the structural barriers of time, space and conve-
nience that constrain the daily lives of young women. This
limitation is evident in group-based curriculum-driven inter-
ventions, which involve sessions held at regular intervals
across a number of weeks. While this mode of delivery is
based on theories of adult learning, which assume learning
happens through reflection and “testing” of strategies, with
time between sessions allowing this to happen [47], in con-
texts where young women are out of school, mobile and with
multiple competing priorities, adhering to regularly scheduled
activities can be impractical. In low-income settings, young
women who are not in school are often involved in a repeti-
tive process of seeking piece work, which may be sporadic,
require long hours and be located long distances from home.
Similarly, young unemployed women are often expected to
care for any children in her extended family.
Meaningful involvement of young people in the develop-
ment of interventions, including in how they are designed is
critical for overcoming these challenges. By meaningful
involvement we refer to approaches such as the co-develop-
ment of interventions, where those targeted by interventions
are the ones who design interventions, with academics and
practitioners supporting young people in this process [48].
When sufficient time is allowed, young people can be sup-
ported to come to analyse their own, and their peers’, lives
and identify strategies and intervention models that resonate
with their own life worlds and experiences, rather than ones
mediated by researchers.
2.2 | Interventions are developed based on an
analysis of risk factors
There is a strong evidence-base outlining HIV risk factors for
young women in southern Africa, including IPV [13,49], trans-
actional sex [50], multiple partners [51], alcohol and substance
use [52], and poor mental health [7,8]. Interventions are often
designed to reduce these risk factors, [53] for example to
reduce transactional sex or risky behaviours, interventions
focus on building young women’s access to savings or reduc-
ing alcohol consumption.
Table 1. Behavioural interventions to prevent IPV and reduce HIV-risk by commentary authors
Author(s) Study title Objective Outcomes References
AG; SW Pilot and randomized control
trial of the Stepping Stones
and Creating Futures
intervention
Reduce IPV experience, and HIV risk
behaviours amongst young women in
urban informal settlements in South
Africa
No impacts on HIV risk or IPV
experience, but improved livelihoods
[28-30]
AG Strengthening community
responses to HIV in rural
South Africa
Strengthen local community involvement
in the HIV response, including young
people’s engagement
Young people felt excluded from HIV
spaces because of adult power
[31,32]
SW; AG Applied Research Services on
Inter-Linkages Between
Gender Based Violence and
HIV
To strengthen guidance for local
organizations on integrating IPV
prevention into HIV programming
N/A this was a guidance document [33]
MS; JS; LS Determined Resilient
Empowered AIDS free and
Safe impact evaluation
To evaluate the impact of the DREAMS
combination community, family and
individual intervention on HIV
incidence in young women in rural
KwaZulu-Natal
Scaling up complex interventions is
feasible, however, reaching out of
school and mobile young women is
challenging.
[34]
MS; JS Thetha Nami: Co-Creating
peer-led interventions to
support uptake and
retention in multi-level HIV
care and prevention
To work with area-based teams of young
men and women to optimize the
delivery of multi-level HIV prevention
and care including adapting biomedical
innovations
Young people have a nuanced
understanding of the complexity of
their context and are able to optimize
and deliver innovative area-based
intervention that include adaptive use
of newer technologies such as HIV
self-testing and community-based
Pre-Exposure Prophylaxis.
[35]
LS Community Care Study Examining the impact of Community-
based organization support on those
infected and affected by HIV
CBO provision positively impacted
youth and provided an understanding
of violence, mental health,
development and cash transfers
[36,37]
JM Community responses to
intimate partner violence
To conceptualize agency and community
capacity in responding to intimate
partner violence in Rwanda
Agency of young women is multifaceted
and “distributed” across time, space
and social location
[38-40]
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An alternate approach has been to focus on “structural dri-
vers” of HIV risk [54]. These recognize that risk is not pro-
duced by the individual, but rather by contexts that determine
the limits, and options, for specific practices/behaviours [54].
Recognizing this is an important step away from individualized
understandings of risk for HIV and IPV [55]. However, ulti-
mately, such approaches still aim to reduce risk, rather than a
more radical approach to intervention conceptualization.
Interventions focused on tackling “risk factors” whether at
the individual or structural level, rather than supporting
women’s agency, can pose a major barrier for supporting
changes in behaviour among young women because they often
fail to recognize how gender and age inequalities intersect.
For example, interventions working on IPV and HIV preven-
tion may fail to acknowledge the ways in which some women
perceive violence as an acceptable aspect of a loving relation-
ship [28], or how others respond to violence by protecting
their abusers in order to avoid further discrimination from
family and community members [38].
It also neglects the fact that sex is an activity that is often
pleasurable and fun. Thus, a simple focus on where “risk”
comes from fails to adequately understand the multiple fac-
tors shaping women’s decision-making and ability to change
their lives.
Rather, we suggest there needs to be a radical shift away
from “risk factor interventions” focused on individual risk
behaviours and risk factors, towards identifying the spaces
that exist for young women’s agency to address these risks
and supporting women’s agency. This requires a shift in think-
ing about how interventions are developed to identify and
strengthen what Campbell and Mannell refer to as “dis-
tributed agency,” essentially the range of agentic actions young
women can take, even in contexts of oppressive relationships
[39]. If interventions to prevent IPV and HIV acquisition are
aiming to “strengthen” agency, then an understanding of where
young women can assert agency from their own perspectives
(e.g. by manipulating a boyfriend to give them money but
avoiding sexual encounters), needs to be central to the devel-
opment of interventions rather than simply a focus on risks
they face. Working to enhance women’s own strategies, and
mitigate any negative outcomes of these actions, must be cen-
tral to the work of interventions [55].
2.3 | Gender norms and relationships are rapidly
changing in southern Africa
Gender norms and intimate relationships are not static social
phenomena, but change over time [56]. For example women
are increasingly taking on traditionally male roles as the head
of households (some by necessity and others by choice) coin-
ciding with a number of young people not getting married or
marrying much later in life [57]. Discussions about women’s
rights have taken centre stage, often conflicting with notions
of gender in ways that challenge gender norms but can also
reinforce them [58]. Conversations about same-sex relation-
ships and transgender rights are also happening, however, the
specific needs of these groups are still being neglected in
ways that exclude some of the most vulnerable young women
and men from interventions [59].
Moreover, the use of new technologies including cellular
phone use and social media has increased substantially across
southern Africa [60], creating new spaces for health interven-
tion and social interaction [61]. However, this has also created
new opportunities for gendered forms of violence to occur.
For example in addition to offering new communication oppor-
tunities, the widespread penetration of cell phones in Zambia
has provided opportunities for new forms of controlling beha-
viours by husbands and the justification of violence by boy-
friends through monitoring women’s cell phone use [62].
These changes in gender norms and the advent of new tech-
nologies are increasing the complexity of choices available to
young women in ways that affect potential IPV and HIV risk
reduction interventions.
The interventions we are using to address IPV and HIV risk
not only often fail to acknowledge these new manifestations
of gender norms but may also reinforce old ones. Economic
interventions that provide alternative livelihoods for women
to support them in leaving violent relationships have often
reinforced women’s roles as homemakers through sewing or
handicraft interventions [63]. In addition, supporting women
to work and have livelihoods is often in addition to women’s
other responsibilities, including unpaid care work and house-
hold labour. The gender norms that condone young women’s
financial dependence on men’s productive work and women as
unpaid labourers have remained largely unchallenged.
3 | CONCLUSIONS
Addressing the three challenges of IPV and HIV interventions
we have highlighted in this commentary requires a bold new
approach. Specifically, behavioural interventions for young
women to prevent IPV and HIV need to be co-developed with
youth as part of a long-term participatory process of research,
intervention design and implementation. This process of co-
development needs to be radical and break with the current
focus on existing interventions to support real innovation. It
will require that academics and practitioners take a step back
and reorient their role from designing interventions, into one
of supporting young people to generate their own ideas and
approaches to interventions, recognizing that young women
are best placed to understand their gendered world, identify
how to transform their lives, and the delivery mechanisms to
do so. Such an argument resonates with other approaches
such as developing youth “counter-publics” [64] and emancipa-
tory community mobilization [65]. Re-envisaging intervention
development, however, will require sustained commitment
from government, donors and funders to realize its potential.
Without this commitment, we run the risk of continuing to
miss the mark on preventing IPV and HIV risk for southern
Africa’s young women.
AUTHORS ’ AFF I L IAT IONS
1Institute for Global Health, University College London, London, UK; 2Gender
and Health Research Unit, South African Medical Research Council, Pretoria,
South Africa; 3Africa Health Research Institute, KwaZulu-Natal, South Africa;
4Department of Global Health and Development, London School of Hygiene and
Tropical Medicine, London, UK; 5Centre for Rural Health, School of Nursing and
Public Health, University of KwaZulu-Natal, Durban, South Africa
COMPET ING INTERESTS
The authors have no conflict of interests to declare.
Mannell J et al. Journal of the International AIDS Society 2019, 22:e25380
http://onlinelibrary.wiley.com/doi/10.1002/jia2.25380/full | https://doi.org/10.1002/jia2.25380
4
AUTHORS ’ CONTR IBUT IONS
JM and AG conceptualized the commentary, and JM wrote the first draft AG,
SW, MS, JS and LS all commented on and provided intellectual contributions to
multiple drafts of the paper.
ACKNOWLEDGEMENTS
FUNDING
Support has been provided by the Medical Research Council and Arts and
Humanities Research Council (MC_PC_MR/R024286/1). AG and SW are funded
through the What Works To Prevent Violence? A Global Programme on Vio-
lence Against Women and Girls (VAWG) funded by the UK Government’s
Department for International Development (DFID). Funding is managed by the
South African Medical Research Council.
AUTHOR INFORMAT ION
JM is a Lecturer in Global Health at the University College
London (UCL) and currently leads a programme of research
on intimate partner violence (IPV) in high-prevalence settings
using participatory research approaches. Her research
includes the methodological development of participatory
approaches for trials of IPV interventions, and the theoretical
development of a “distributed” approach to the agency of
women and girls in responding to IPV in the Peruvian Amazon,
Afghanistan, India and Rwanda. SW is the Capacity Develop-
ment Manager working on the global programme What Works
to Prevent Violence Against Women and Girls (VAWG), and
Co-Investigator of the Stepping Stones and Creating Futures
intervention trial, working with young women and men from
urban informal settlements in South Africa. Her work involves
supporting southern researchers and practitioners to adapt,
implement and critically reflect upon interventions to reduce
VAWG. She is also completing a PhD reflecting on the role of
agency in their experiences and decision-making, as well as
pathways to change. MS holds a Faculty position at the Africa
Health Research Institute (AHRI), KwaZulu-Natal South
Africa, leading a programme of HIV prevention in adolescents
and youth. The reflections in this Commentary are based in
part on her work in evaluating the impact of programmatic
scale up of combination prevention for adolescent girls and
young women and using this evidence with young people to
co-develop new approaches to improve uptake and retention
in combination prevention intervention, such as peer naviga-
tion, the use of peers or social networks to deliver HIV self-
testing for linkage to PrEP, and exploring the role of digital
health to de-centralize care. JS is Professor of Anthropology
and Health at the London School of Hygiene and Tropical
Medicine and faculty lead for Social Science and Research
Ethics at the Africa Health Research Institute, KwaZulu-Natal,
South Africa. With others at AHRI she has been working to
build a portfolio of research and public engagement activities
with and for young people. LS was a founder member and dri-
ver on the Coalition for Children affected by AIDS, JLICA and
Know Violence. Her research has explored risk and resilience
in families infected and affected by HIV. She has been
involved in a large number of studies exploring psychosocial
provision for children and youth, examining mental health and
evaluating interventions in trials in Lesotho, South Africa,
Zambia, Malawi and Zimbabwe. She is currently co-director of
the new Accelerate Hub which will be looking at synergies for
prevention for adolescents in Africa with Prof Lucie Cluver
and Dr Chris Desmond. AG is a Senior Specialist Scientist at
the South African Medical Research Council. He is the PI of
the Stepping Stones and Creating Futures intervention trial,
working with young women and men from urban informal set-
tlements in South Africa. He has a particular interest in under-
standing how interventions are delivered, and how young
people draw on interventions to make changes in their lives.
REFERENCES
1. United Nations Children’s Fund (UNICEF). Opportunity in Crisis: Preventing
HIV from early adolescence to young adulthood. New York, UNICEF; 2011.
2. Jewkes RK, Dunkle K, Nduna M, Shai N. Intimate partner violence, relation-
ship power inequality, and incidence of HIV infection in young women in South
Africa: a cohort study. Lancet. 2010;376(9734):41–8.
3. St€ockl H, March L, Pallitto C, Garcia-Moreno C. Intimate partner violence
among adolescents and young women: prevalence and associated factors in nine
countries: a cross-sectional study. BMC Public Health. 2014;14(1):751.
4. Dennis CL, Vigod S. The relationship between postpartum depression,
domestic violence, childhood violence, and substance use: epidemiologic study of
a large community sample. Violence Women. 2013;19(4):503–17.
5. Kennedy AC, Bybee D, Sullivan CM, Greeson M. The effects of community
and family violence exposure on anxiety trajectories during middle childhood:
the role of family social support as a moderator. J Clin Child Adolesc Psychol.
2009;38(3):365–79.
6. Devries KM, Child JC, Bacchus LJ, Mak J, Falder G, Graham K, et al. Inti-
mate partner violence victimization and alcohol consumption in women: a sys-
tematic review and meta-analysis. Addiction. 2014;109(3):379–91.
7. Nduna M, Jewkes RK, Dunkle KL, Shai NPJ, Colman I. Associations between
depressive symptoms, sexual behaviour and relationship characteristics: a
prospective cohort study of young women and men in the Eastern Cape, South
Africa. J Int AIDS Soc. 2010;13(1):44.
8. Sikkema KJ, Watt MH, Meade CS, Ranby KW, Kalichman SC, Skinner D,
et al. Mental health and HIV sexual risk behavior among patrons of alcohol serv-
ing venues in Cape Town, South Africa. J Acquir Immune Defic Syndr. 2011;57
(3):230–7.
9. Abrahams N, Jewkes R, Hoffman M, Laubsher R. Sexual violence against inti-
mate partners in Cape Town: prevalence and risk factors reported by men. Bull
World Health Organ. 2004;82:330–7.
10. Gibbs A, Jewkes R, Willan S, Washington L. Associations between poverty,
mental health and substance use, gender power, and intimate partner violence
amongst young (18-30) women and men in urban informal settlements in South
Africa: a cross-sectional study and structural equation model. PLoS One.
2018;13:e0204956.
11. Jewkes R, Morrell R. Sexuality and the limits of agency among South Afri-
can teenage women: theorising femininities and their connections to HIV risk
practises. Soc Sci Med. 2012;74(11):1729–37.
12. Decker MR, Seage GR III, Hemenway D, Raj A, Saggurti N, Balaiah D, et al.
Intimate partner violence functions as both a risk marker and risk factor for
women’s HIV infection: findings from Indian husband-wife dyads. J Acquir
Immune Defic Syndr. 2009;51(5):3–600.
13. Jewkes R, Morrell R. Gender and sexuality: emerging perspectives from the
heterosexual epidemic in South Africa and implications for HIV risk and preven-
tion. J Int AIDS Soc. 2010;13(1):6.
14. Costa BM, Kaestle CE, Walker A, Curtis A, Day A, Toumbourou JW, et al.
Longitudinal predictors of domestic violence perpetration and victimization: a
systematic review. Aggress Violent Behav. 2015;24:261–72.
15. Herrero Romero R, Hall J, Cluver L, Meinck F, Hinde E. How does exposure
to violence affect school delay and academic motivation for adolescents living in
socioeconomically disadvantaged communities in South Africa? J Interpers Vio-
lence. 2018. https://doi.org/10.1177/0886260518779597
16. Pantelic M, Boyes M, Cluver L, Meinck F. HIV, violence, blame and shame:
pathways of risk to internalized HIV stigma among South African adolescents
living with HIV. J Int AIDS Soc. 2017;20(1):21771.
17. Gibbs A, Jacobson J, Wilson AK. A global comprehensive review of eco-
nomic interventions to prevent intimate partner violence and HIV risk beha-
viours. Glob Health Action. 2017;10 Sup2:1290427.
18. Gibbs A, Willan S, Misselhorn A, Mangoma J. Combined structural interven-
tions for gender equality and livelihood security: a critical review of the evi-
dence from southern and eastern Africa and the implications for young people.
J Int AIDS Soc. 2012;15Supp 1:17362.
Mannell J et al. Journal of the International AIDS Society 2019, 22:e25380
http://onlinelibrary.wiley.com/doi/10.1002/jia2.25380/full | https://doi.org/10.1002/jia2.25380
5
19. Maticka-Tyndale E, Barnett JP. Peer-led interventions to reduce HIV risk of
youth: a review. Eval Program Plann. 2010;33(2):98–112.
20. McCoy SI, Kangwende RA, Padian NS. Behavior change interventions to
prevent HIV infection among women living in low and middle income countries:
a systematic review. AIDS Behav. 2010;14(3):469–82.
21. Michielsen K, Chersich MF, Luchters S, De Koker P, Van Rossem R, Tem-
merman M. Effectiveness of HIV prevention for youth in sub-Saharan Africa:
systematic review and meta-analysis of randomized and nonrandomized trials.
AIDS. 2010;24(8):1193.
22. Swann M. Economic strengthening for HIV prevention and risk reduction: a
review of the evidence. AIDS Care. 2018;30(sup3):37–84.
23. Mwale M, Muula AS. Systematic review: a review of adolescent behavior
change interventions [BCI] and their effectiveness in HIV and AIDS prevention
in sub-Saharan Africa. BMC Public Health. 2017;17(1):718.
24. Righi MK, Orchowski LM, Kuo C. Integrated intimate partner violence and
human immunodeficiency virus interventions in Sub-Saharan Africa: a systematic
review targeting or including adolescents. Violence Gend. 2019;6(2):92–104.
25. Celum CL, Delany-Moretlwe S, McConnell M, van Rooyen H, Bekker LG,
Kurth A, et al. Rethinking HIV prevention to prepare for oral PrEP implementa-
tion for young African women. J Int AIDS Soc. 2015;18(4S3);20227.
26. Baeten JM, Palanee-Phillips T, Brown ER, Schwartz K, Soto-Torres LE,
Govender V, et al. Use of a vaginal ring containing dapivirine for HIV-1 preven-
tion in women. N Engl J Med. 2016;375(22):2121–32.
27. Doggett EG, Lanham M, Wilcher R, Gafos M, Karim QA, Heise L. Optimiz-
ing HIV prevention for women: a review of evidence from microbicide studies
and considerations for gender-sensitive microbicide introduction. J Int AIDS Soc.
2015;18(1):20536.
28. Willan S, Ntini N, Gibbs A, Jewkes R. Exploring young women’s construc-
tions of love and strategies to navigate violent relationships in South African
informal settlements. Cult Health Sex. 2019. https://doi.org/10.1080/13691058.
2018.1554189
29. Gibbs A, Washington L, Willan S, Ntini N, Khumalo T, Mbatha N, et al. The
stepping stones and creating futures intervention to prevent intimate partner
violence and HIV-risk behaviours in Durban, South Africa: study protocol for a
cluster randomized control trial, and baseline characteristics. BMC Public
Health. 2017;17(1):336.
30. Gibbs A, Jewkes R, Mbatha N, Washington L, Willan S. Jobs, food, taxis and
journals: complexities of implementing Stepping Stones and Creating Futures in
urban informal settlements in South Africa. Afr J AIDS Res. 2014;13(2):161–7.
31. Gibbs A, Campbell C, Akintola O, Colvin C. Social contexts and building
social capital for collective action: three case studies of volunteers in the con-
text of HIV and AIDS in South Africa. J Community Appl Soc Psychol. 2015;25
(2):110–22.
32. Gibbs A, Campbell C, Maimane S, Nair Y. Mismatches between youth aspi-
rations and participatory HIV/AIDSprogrammes in South Africa. Afr J AIDS Res.
2010;9(2):153–63.
33. Research on interlinkages between VAW and HIV for UNAIDS. Salamander
Trust, 11 Aug 2017 [cited 2019 Jun 08]. Available from: https://salamande
rtrust.net/project/research-interlinkages-gbv-hiv-unaids/
34. Chimbindi N, Shahmanesh M, Osindo J, Mushati P, Ondeng’e K, Zuma T,
et al. Translating DREAMS into practice: early lessons from implementation in
six settings. PLoS One. 2018;13:e0208243.
35. Shahmanesh M, Okesola N, Chimbindi N, Zuma T, Mdluli S, Nzuza M, et al.
Thetha Nami: peer support to improve uptake and retention in multi-level HIV
prevention for adolescent girls and young women in rural South Africa. Pre-
sented at the AIDS Impact, London, 2019.
36. Skeen S, Macedo A, Tomlinson M, Hensels IS, Sherr L. Exposure to violence
and psychological well-being over time in children affected by HIV/AIDS in
South Africa and Malawi. AIDS Care. 2016;28 Sup1:16–25.
37. Yakubovich AR, Sherr L, Cluver L, Skeen S, Skeen IS, Macedo A, et al. Com-
munity-based organizations for vulnerable children in South Africa: reach, psy-
chosocial correlates, and potential mechanisms. Child Youth Serv Rev.
2016;62:58–64.
38. Mannell J, Jackson S, Umutoni A. Women’s responses to intimate partner
violence in Rwanda: Rethinking agency in constrained social contexts. Glob Pub-
lic Health. 2016;11(1–2):65–81.
39. Campbell C, Mannell J. Conceptualising the agency of highly marginalised
women: intimate partner violence in extreme settings. Glob Public Health.
2016;11(1–2):1–16.
40. Mannell J, Seyed-Raeisy I, Burgess R, Campbell C. The implications of com-
munity responses to intimate partner violence in Rwanda. PLoS One. 2018;13:
e0196584.
41. Misselhorn A, Mushinga M, Shai NJ, Washington L. Creating Futures:
lessons from the development of a livelihood-strengthening curriculum for
young people in eThekwini’s informal settlements. Sex Educ. 2014;14
(5):543–55.
42. Craig P, Dieppe S, Macintyre S, Michie S, Nazareth I, Petticrew M. Develop-
ing and evaluating complex interventions: the new Medical Research Council
guidance. BMJ. 2008;337:a1655.
43. Cornwall A, Jewkes R. What is participatory research? Soc Sci Med.
1995;41(12):1667–76.
44. Catalani C, Green E, Owiti P, Keny A, Diero L, Yeung A, et al. A clinical deci-
sion support system for integrating tuberculosis and HIV care in Kenya: a
human-centered design approach. PLoS One. 2014;9:e103205.
45. Bazzano AN, Martin J, Hicks E, Faughnan M, Murphy L. Human-centred
design in global health: a scoping review of applications and contexts. PLoS One.
2017;12:e0186744.
46. Zuma T, Gumede D, Mdluli S, Seeley J, Chimbindi N, Floyd S, et al. Explor-
ing perceptions and experiences of adolescent girls and young women partici-
pating in DREAMS in rural Northern KwaZulu-Natal, South Africa. Presented at
the HIV Research for Prevention HIVR4P, Madrid, 2010.
47. Lewin K. Action research and minority problems. J Soc Issues. 1946;2
(4):34–46.
48. Vindrola-Padros C, Johnson GA. The narrated, nonnarrated, and the disnar-
rated: conceptual tools for analyzing narratives in health services research. Qual
Health Res. 2014;24(11):1603–11.
49. Dunkle KL, Decker MR. Gender-based violence and HIV: reviewing the evi-
dence for links and causal pathways in the general population and high-risk
groups. Am J Reprod Immunol. 2013;69:20–6.
50. Wamoyi J, Stobeanau K, Bobrova N, Abramsky T, Watts C. Transactional
sex and risk for HIV infection in sub-Saharan Africa: a systematic review and
meta-analysis. J Int AIDS Soc. 2016;19(1):20992.
51. Zembe YZ, Townsend L, Thorson A, Silberschmidt M, Ekstrom AM. Intimate
partner violence, relationship power inequity and the role of sexual and social
risk factors in the production of violence among young women who have multi-
ple sexual partners in a Peri-Urban setting in South Africa. PLoS One. 2015;10:
e0139430.
52. Eaton LA, Kalichman SC, Sikkema KJ, Skinner D, Watt MH, Pieterse D,
et al. Pregnancy, alcohol intake, and intimate partner violence among men and
women attending drinking establishments in a Cape Town, South Africa Town-
ship. J Community Health. 2012;37(1):208–16.
53. Cluver LD, Orkin FM, Meinck F, Boyes ME, Yakubovich AR, Sherr L. Can
social protection improve sustainable development goals for adolescent health?
PLoS One. 2016;11:e0164808.
54. Gupta GR, Parkhurst JO, Ogden JA, Aggleton P, Mahal A. Structural
approaches to HIV prevention. Lancet. 2008;372(9640):764–75.
55. Meinck F, Cluver LD, Boyes ME, Mhlongo EL. Risk and protective factors
for physical and sexual abuse of children and adolescents in Africa: a review and
implications for practice. Trauma Violence Abuse. 2015;16(1):81–107.
56. Pyke T. ‘Reformed’ men? positioning masculinities in alexandra township.
Doctoral, University of East Anglia, 2017.
57. Hunter M. Love in the time of AIDS: inequality, gender, and rights in South
Africa. Pietermaritzburg: Interpak Books; 2010.
58. Mannell J. Conflicting policy narratives: moving beyond culture in identify-
ing barriers to gender policy in South Africa. Crit Soc Policy. 2014;34(4):454–
74.
59. Samudzi Z, Mannell J. Cisgender male and transgender female sex workers
in South Africa: gender variant identities and narratives of exclusion. Cult Health
Sex. 2015;18(1):1–14.
60. Thinyane H. Are digital natives a world-wide phenomenon? An investigation
into South African first year students’ use and experience with technology. Com-
put Educ. 2010;55(1):406–14.
61. Murphy LL, Priebe AE. ‘My co-wife can borrow my mobile phone!’. Gend
Technol Dev. 2011;15(1):1–23.
62. Wakunuma K. Implicating mobile phones in violence against women: what’s
gender got to do with it?. 2012. [cited 2019 Aug 14]. Available from http://hdl.
handle.net/2086/14627
63. Wells K, Sienaert E, Conolly J. The siyazama project: a traditional beadwork
and AIDS intervention program. Des Issues. 2004;20(2):73–89.
64. Bell SA, Aggleton P. Time to invest in a ‘counterpublic health’ approach: pro-
moting sexual health amongst sexually active young people in rural Uganda.
Child Geogr. 2012;10(4):385–97.
65. Campbell C. Community mobilisation in the 21st century: updating our the-
ory of social change? J Health Psychol. 2014;19(1):46–59.
Mannell J et al. Journal of the International AIDS Society 2019, 22:e25380
http://onlinelibrary.wiley.com/doi/10.1002/jia2.25380/full | https://doi.org/10.1002/jia2.25380
6
